•   education and training lor the public, for health professionals generally, and for emergency care providers specifically;
•   organization and delivery of care, especially regarding equipment, protocols and guidelines, medical control, categorization of facilities, and regionalization of care;
•   communication, including universal adoption of 9-1-1 for telephone access to the emergency system and movement toward enhanced 9-1-1; and
•   planning and evaluation, including efforts to institutionalize a national uniform data set appropriate for EMS-C and to require reporting of ICD-9-CM E-codes1  for injury diagnoses, and augmented research activities.
As a way to focus attention and resources on efforts to improve EMS-C, the committee sets forth in this chapter recommendations for establishing EMS-C agencies at the federal and state levels and discusses the rationale for its position. It reviews the broad range of parties whose representation is essential, chiefly through national or state advisory councils to these agencies; it also discusses the issues that should be high on the agenda of such bodies. Finally, the committee considers the value of such an approach for accommodating the very diverse needs, resources, and organizational characteristics that individual states and localities bring to efforts to improve emergency medical care for children.
THE DISJOINTED "SYSTEM" OF TODAY
Response to the committee's diverse concerns regarding EMS-C calls for leadership in many circles because of the complicated nature of the "system" in which EMS-C operates. Changes in training programs for physicians, for instance, need to be implemented by bodies very different from those that ensure that ambulances carry appropriate equipment or those that institute 9-1-1 telephone systems. Interested parties include various agencies in the federal government, elements of state and local governments, hospitals and their component departments, EMS agencies, individual health care and emergency services providers, professional organizations, community groups, and the public. Each group has its particular priorities and opportunities for action, but there are common concerns that each of those groups should know about and take into account within their separate spheres.
Across the country, communities have developed EMS systems that reflect local conditions and expectations. Ideally, these systems coordinatestem evaluation, planning, and descriptive work, and the committee therefore advises that these data elements be included in routine data collection. to which illness is the reason that children (especially younger children) require emergency care, this is a major gap in the tools available to EMS-C personnel, researchers, and evaluators. In addition, measures otherwise considered reasonably applicable to the pediatric age group tend to be unreliable in infants under 2 months. therefore, the evidence about the application of trauma severity measures in triage seems to be mixed; relatively poor performance in predicting major trauma for adults will likely be worse for pediatric patients. and publishing hospital-specific mortality rates for the Medicare program.  Attractive conceptually, the analyses are extremely hard to do because of the need to control or adjust for many case-mix (patient, diagnosis, and other) variables. Such an approach might be somewhat simpler when applied in the EMS context only, for instance in analyses of trauma deaths in a hospital selling using the so-called TRISS methodology (Champion et al., 1981; Boyd et al., 1987) (see Appendix 7A). However, the enduring controversies about acuity and severity adjusters, coupled with the range of settings in which emergency care can be rendered, makes any broad application of Ihis approach debatable.
